The application of thoracic surgery in children must eventually contribute to the knowledge of the pathogenesis of bronchiectasis. In this report clinical and pathological data concerning a case in which pneumonectomy was performed are presented. F. B., a boy, aged five years, was well until 1933 when he had an illness diagnosed as pneumonia. The pulmonary lesion gradually resolved and an x-ray photograph taken later showed a patchy consolidation of the left lung, but no evidence of collapse ( fig. 1) X-ray examination showed that the left thorax was opaque from apex to base and small, scattered, calcified foci (not visible in the reproduction) were seen in the upper lobe ( fig. 2) . In view of a strongly positive intracutaneous tnlberculin test (1 in 1,000 old tuberculin) it was thought that tuberculosis might be either the underlying or a contributing factor. The displacement of the mediastinum towards the affected side ( fig. 2 ) seemed to rule out the diagnosis of epituberculosis or effusion. The presence of fluid was further excluded by thoracentesis which also demonstrated a greater negative pressure than normal on the affected side. There was no leucocytosis and the sedimentation rate was not increased.
At this stage of the investigation the diagnosis was an interesting one, and it appeared probable there might be a massive collapse or a fibroid lung; the presence of bronchiectasis was suspected and tuberculosis could not be excluded.
Bronchoscopy (Mr. F. C. Ormerod) revealed narrowing of the left main bronchus just proximal to the opening of the left upper lobe bronchus. No secretion was seen in the bronchus and beyond the stenosis the bronchi appeared to be normal. Bronchography with lipiodol then provided evidence of the greatest importance in the elucidation of the case ( fig. 3  and 4) . The trachea was displaced to the left. The opaque oil entered the bronchi on the left side and demonstrated cylindrical bronchiectasis, but did not penetrate far into the lung, showing that the lung parenchyma was not aerated. There was also much distortion of the bronchi. The first division of the right lower main bronchus was directed into the left side of the chest, showing herniation of the mediastinum by the right lower lobe.
A partial stenosis of the left main bronchus was seen about one inch from the bifurcation.
Treatment
In consultation with Dr. Donald Paterscn and Mr. Tudor Edwards itwas decided that pneumonectomy should be performed. This decision was made because it was felt there was much risk of repeated infection taking place in a functionally useless lung. At operation Mr. Tudor Edwards found the lung to be extremely shrunken and adherent. The structures in the root of the lung were secured by mattress sutures and no enlarged glands were noted. After operation shock was counteracted and a blood transfu--sion performed. In the post-operation phase there was considerable pyrexia, attributable to infection of blood clot in the left thorax. Eventually the fever disappeared and healing began to take place satisfactorily. The general condition at the present time is excellent.
Pathological report
The specimen of the left lung removed at operation was fleshy and fibrous and contained numerous areas of calcification ( fig. 5) 
